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What You Need to Know about Working   

with Gender and Sexual Diversities 
 

This introductory guide is designed to help counselors and psychotherapists 
understand the difference between sexual orientation and gender identity and 
other labels and categories of sexuality and sexual practice.  
 
This guide also gives some pointers on essential considerations for safe, effective 
and ethical practice when working with clients who, in an infinite number of ways, 
vary from the perceived norm of male/female heterosexuality. 
 
Many clients from gender or sexual diversities will come to therapy having already 
resolved pressing issues around gender identity or sexual orientation and will not 
wish to be treated any differently from any other client. And some clients will present 
with key issues around their sexuality and gender identity, or with issues connected 
to being of a gender or sexuality minority.  
 
Lack of experience or training in gender and sexual diversities (GSD) may leave a 
psychotherapist or counselor feeling inhibited in discussing such issues with a client. 
There can be embarrassment or fear of exposure regarding the therapist’s own 
assumptions and gaps in knowledge.  

 
Depending on when and where the therapist trained, there may be significant 
omissions or even errors in their understanding of gender and sexual diversities that 
require attention and updating. Significant harm may be caused by the therapist’s 
less than ethical or competent practice with people from these diversities.  
 
The first requirement for a therapist to be adequately competent when working 
with gender and/or sexuality is that they have done sufficient work on themselves 
to be aware of their own processes around their sexuality and gender and their 
subjective responses to others’ gender and sexuality. 
 
The information below covers basics of vocabulary to enable thought and discussion 
towards better familiarity and understanding. It cannot cover all the gender and 
sexual diversities in depth, but can serve as a step towards improved support of the 
needs of these diverse client groups.  



© Pamela Gawler-Wright and BeeLeaf 2012 Updated 2016.  
For training purposes only. Do not copy or redistribute 

2 

 
Abbreviations and Labels 
Over the last two decades the terms Gay and Lesbian have proven to be inadequate 
to cover the range of gender and sexual minorities and the list of letters has become 
ever longer, for example LGBTQIA to include Lesbian, Gay, Bisexual, Transgender, 
Queer, Intersex and Asexual. 
 
Contemporary, inclusive language offers the terms Gender and Sexual Minorities 
(GSM) referring to people from these groups and their individual experiences and 
Gender, Sexual and Relationship Diversities (GSRD) to refer to the topic, 
grouping and culture that are emergent through better understanding of the natural 
range of human sexuality and gender.  
 
The new conceptualisation of Gender, Sexual and Relationship Diversities 
provides an intriguing paradox in that if we group all the gender and sexual minorities 
together then in fact the majority of people may be part of such a categorisation. If we 
expand our concept further to include those who identity as male/female 
heterosexual, as just another diversity amongst others, then we have created a 
universal reference.  
 
However, the unifying advantages of this labeling can be at the cost of recognising 
the very real experience of minority trauma in the lived experience of the individual 
who lies outside of what are perceived gender and sexual norms. Arguably what all 
these minority groups have in common is a hypervigilance against being 
pathologised and the pains of stigmatisation and exclusion. 
 
There will never be a label, or theory, or practice that has gender and sexuality 
summed up and fully clarified because these issues have an ever evolving dynamic 
and mix of individual and social development. Our goal is not to become “experts”, 
with a fixed vocabulary and political correctness on these issues. It is instead to 
develop an informed humility to continue to learn and engage with clients in ways that 
facilitate their unique and shared experiences as individuals and in relationships. 
 
No word, label, term, is good or bad, or more or less correct, outside of the context 
that it is used. Therefore, the language you use with your client will most effectively 
be part of a co-created understanding between you, with reference and meaning to 
the client’s world and sense of themselves, and how they find their place in culture 
and society, supporting respect for themselves and others. The word, such as label 
or pronoun, that the client wants to use, and wants you to use, is the right one. 
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Sexual Orientation as distinct from Gender Identity 
One of the most common confusions regarding gender and sexual diversities is in 
conflating sexuality and gender and thus mistaking same sex orientation for 
transgender identity. 
 
It is a common and frustrating error for people of gender and sexual minorities 
that others assume that gay or lesbian people are transgender, or that 
transgender people are gay or lesbian. 
 
Same sex orientation is not the same thing as gender dysphoria (GD) or 
transgender.  
 
Sexual orientation refers to the gender of the people a person is sexually attracted 
to. 
 
Gender identity refers to the gender a person feels themselves to be. 
 
 
 

 
 
 
 
Sex refers to the biological and physiological differences in genitals and 
chromosones which are categorised as male, female and intersex. 
 
Gender Expression refers to the way in which we express masculinity and 
femininity and can be expressed through hairstyle, clothing, body posture and 
gestures. 
 
  

Simply, 
It’s the difference 
between 
Who you are 
and  
Who you fancy. 
 
Difference between 
gender expression 
and your sex is 
How you dress 
and  
What you dress. 
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Some Ways of Depicting the Various Spectra 

 
 
 

Biological Sex 
Body at birth – combination of chromosones, genitals and hormonal make-up 

 
Male     Intersex             Female 
 
 

Gender Identity 
Internal sense of my gender 

 
Cysgender Male/Female  Non-Binary/Transgender     Transgender/MtF/FtM 
 
 

Gender Roles and Expressions 
How I present, clothes, hair, communication 

 
Masculine    Androgynous          Feminine 

 
 

Sexual Orientation 
Who I am attracted to romantically, emotionally and/or sexually 

 
Heterosexual        Bisexual/Pansexual    Homosexual 

“straight”          Asexual/Aromantic         “lesbian/gay” 
Other Sex Attracted     Same Sex Attracted 

 
 

Sexual Behaviour 
With whom I choose to be sexual 

 
Heterosexual        Bisexual/Pansexual    Homosexual 

“straight”     Asexual/Aromantic/Celibate  “lesbian/gay” 
 
 

Sexual Identity 
How I see myself 

 
Heterosexual        Bisexual/Pansexual    Homosexual 

“straight”          Asexual/Aromantic         “lesbian/gay” 
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From Ron Langevin “Sexual Strands” 1982 
 
Sexual Orientation 
Features, Spectra, Issues and Terms of Sexual Orientation 
 
Common Terms: Gay, Lesbian, Bisexual, Asexual, Queer 
 
Sexual orientation is naturally diverse. A binary concept of “gay” or “straight” is 
inadequate to describe the reality of sexual orientation, which actually occurs across 
several spectra.  
 
Different people experience a different level of fluidity in their sexual orientation and 
may move along different spectra over different stages in their life or in response to 
different relationships.  
 
These diversities are a natural aspect of human sexuality. Same sex attraction is not 
a condition or pathology and there is no co-relation between sexual abuse and same 
sex attraction. It is a serious error for a psychotherapist to proceed with an 
assumption that same sex attraction, is a mental health issue, although other 
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mental health issues may be present as a result of bullying, isolation and 
shame experienced by gay, lesbian and bisexual people, or simply because 
LGB are subject to mental health issues like all other people are.  
 
There are many theories about what causes heterosexuality, bisexuality and same 
sex attraction. This summary from the American Psychological Association reflects 
the common conclusion of most, but not all, schools of psychology and psychiatry.  

 
“There is no consensus among scientists …Although much research has 
examined the possible genetic, hormonal, developmental, social and cultural 
influences on sexual orientation, no findings have emerged that permit 
scientists to conclude that sexual orientation is determined by any particular 
factor or factors.” 

 
People may experience their sexual orientation to be essentialist (of their born, 
innate nature), developmental (influenced by life experiences), fixed (not subject to 
change) or fluid (undergoing natural changes at different life stages or in response to 
different partners). 
 
What	is most important in psychotherapy is to support and challenge the 
individual client to make their own meaningful narrative about their sexual 
orientation, identity and relationships. 
 
Many people may find that they are attracted to male, female, androgynous and non-
binary (bearing characteristics of both genders) people and might refer to themselves 
as bisexual or pansexual. Some people want to be free of labels altogether and 
define their sexual orientation simply by whom they are currently attracted to. 
 
Added to this infinite variety are other ways of perceiving or experiencing one’s 
sexual diversity. How a person relates to their sexuality is an important aspect to their 
experience of well being and self esteem. Some of the personal and social dynamics 
to take into consideration may be: 
 
Same sex/opposite sex attraction - and everything along the spectrum between 
the two. This definition has its problems however as same-opposite implies a gender 
binary, which is inaccurate. Same sex/other sex is widely regarded as more helpful 
language. 
 
The term “bisexual”, often mistaken for meaning “attracted to both men and women”, 
is more accurately defined as “attracted to people of same sex as self and of other 
sex than self”. 
 
Fixed/ Fluid - and everything along the spectrum between the two 
 
Active/Fantasy - and everything along the spectrum between the two 
 
Essentialist/Developmental Theories – and combinations of both  
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Choices and Non-Choices – in different contexts, stages and situations 
 
“Out” – not hiding sexual orientation 
 
“Coming Out”, “Inviting In” – the process of revealing one’s orientation to another 
person or in an environment where heterosexuality was previously assumed 
 
“Closeted” or “In the Closet” – Keeping one’s sexual orientation secret, either in 
particular places, such as work or in a hostile community, or avoiding anyone 
knowing about it.  
 
Same sex attraction, like other sex attraction, can be experienced as a constant, 
sometimes with a knowledge of one’s orientation starting from earliest sexual 
feelings. People with a sense of a constant orientation towards people of the same 
gender will often refer to themselves as gay or lesbian. An increasing number of 
women who are same sex attracted are also calling themselves gay and sometimes 
this term is used popularly as a catch-all term for any sexual diversity.  
 
Many people are embracing the word queer to identify themselves as different from 
the perceived norm but free from a fixed identity based on sexual orientation, or 
reverse-culturally imposed norms of “the right kind of lesbian” or “a good gay”. 
 
Sometimes people who identify themselves as gay or lesbian might at some time in 
their life experience being attracted to a person of the “opposite” or other gender. 
Some people, often women, who have experienced “opposite” or other sex attraction 
from a young age, may find themselves being attracted to a person of the same sex 
in later life or even to find their orientation has changed to a generalised same sex 
attraction.  
 
It is very common for people who identify as heterosexual to experience same sex 
attraction at some stage, either as sexual fantasies or as an attraction to a certain 
person. This does not necessarily mean they are “really” gay or lesbian, anymore 
than a gay or lesbian person is “really” heterosexual if they sometimes fancy people 
or fantasise about people of another sex. It may point to the possibility that most 
people actually have some degree of bisexuality, whether or not this is a constant or 
passing experience and whether or not this is acted on or confined to fantasy or 
feelings. 
 
The term “bisexual” is often used as a catch-all for people who experience attraction 
for people of same and other gender. However there are many ways of being 
bisexual and using one term to describe these diversities may cause different 
assumptions. For example a person may be bisexual and polyamorous or 
monogamous. If the latter, people will make assumptions of the person’s sexuality 
based on the gender of their current partner. This results in bisexual people feeling 
that they have to come out many times throughout their life as people around them 
assume sexuality to fall into a binary of either gay or straight. 
 
Asexuality is in recent times being recognised as “the fourth orientation”. Changes in 
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our social constructs about sexuality and restructuring of religious communities have 
brought to light a hidden estimated 1% of the population who do not experience 
sexual desire in the same way as we have commonly perceived it.  
 
This minority are beginning to find voice and identity and resisting the same 
pathologising and prejudice as other sexual minorities in the face of misguided and 
abusive “cures” based on the assumption that something must be psychologically or 
physiologically “wrong” if a person does not feel sexual attraction.  
 
Asexual people may find themselves subject to a constant struggle with others, and 
the medical profession, to differentiate themselves from the diagnosis of Hyposexual 
Desire Disorder (HDD). The key difference between Asexual people and people with 
the complaint of HDD is that Asexual people are not in distress by the absence of a 
sexual attraction to others and find the identity of Asexual to comfortably fit who they 
are.  
 
However, Asexual people (sometimes called “Acers”) experience distress from 
others’ assumptions and non-acceptance of their orientation. Asexual people may 
also experience physical or social abuse for their difference. See “Asexuality – A 
Primer” published by BeeLeaf. 
 
Gender Variance and Transgender 
Features, Issues and Terms of Gender Identity 
 
Gender dysphoria, or gender variance, transgender or transexual are terms given 
to the prolonged state wherein a person feels that there is a mismatch between their 
genitally indicated biological sex and their gender identity. 
 
Gender variance and transgender identity are recorded throughout human history 
and cultures. Different cultures have varying degrees of acceptance of these 
variations in human nature, with some cultures revering the spiritual wisdom and 
uniqueness of the person with an insight across the gender spectrum. Other cultures 
persecute these minorities even to the point of torture and death. 
 
The term “transgender” tends to be used to refer to anyone on a gender variant 
spectrum, although some on that spectrum prefer the simpler term “Trans” to refer to 
the many variants of gender queer, androgyne, bi-gender, no-gender, performing 
gender, defying gender, non-binary. 
 
Common Terms: Transgender, Queer, Gender Identity Disorder (GID – psychiatric 
label that is disfavoured by many), Transexual (out of favour term referring to people 
who have medically transitioned) Gender Dysphoria, Gender Identity Variance (GIV), 
Non-Binary, Gender Questioning, Gender Non-Conforming 
 
Sex Assigned at Birth - Male/Female/Intersex (Intersex refers to being born with 
biological features of both sexes – affecting 1% of human population),  
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Social Transition – To declare Gender Identity through Legal Identity and Naming, 
Gender Expression and Public Identity 
 
Medical Transition – hormone and/or surgical intervention to help a person achieve 
more of the features of the biological sex that concurs with their gender identity  
 
Transexual (out of date label and not favoured by many transgender people) A 
person who has had, or wishes to undergo, medical changes in their body to gain 
biological sex features that match their gender identity. This understanding produces 
many other terms such as Transitioned Physiology, Pre-operative, Post-operative, 
Non-Operative, Hormonally Aligned/Surgically Aligned/Non-Aligned 
 
Self-Perception – Male/Female Cisgender (Anatomical sex concurs with gender 
identity), Transgender, Queer, Androgynous, Non-Binary 
 
Self Declaration – this refers to the process of identifying and claiming one’s gender 
identity for oneself. The term has come about as a contrast to previous requisites for 
transgender people to only be able to gain legal recognition if they had received a 
medical diagnosis of being “transsexual” 
 
Activities, Preferences, Communication Styles and Roles - Job, Hobbies, Peer 
groups, Family role, Interests, Fortes and Talents, “man about the house”, “being 
mother”, “one of the lads”, “drama queen” 
 
Gender Expression - Dress and Appearance – may be Fixed/Various, 
Masculine/Feminine/Crossing/Mixing/Non-specific 
 
Gender Dysphoria – The intense feeling that some transgender people experience 
of “being in the wrong body”, often accompanied by an intense need to medically 
transition. For some gender dysphoria is so great that they may feel unable to 
continue to live without medical transition. Gender dysphoria is a recognised 
condition and highly responsive to medical intervention. Positive outcomes are very 
high for the person who chooses various degrees of hormone and surgery to achieve 
the anatomical sex features that match their gender identity, but it is important to 
remember transgender people may choose to make no changes or a variety of 
changes to their body and achieve body contentment. 
  
Gender Euphoria – the feeling of happiness and contentment that a transgender 
person sometimes feel when they are accepted and recognised correctly according 
to their gender identity 
 
Binary legalities - name and legal identity forced into male/female boxes, marriage, 
property and parenting are areas that force questioning of norms for the transgender 
person 
 
Traditionally Binary Gendered Spaces – e.g. Public Toilets, Prisons, Schools, 
Hospital Wards – These spaces are points of distress for the Non-Binary person and 
current debate centres around the importance of establishing transgender rights to 
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inhabit spaces according to their gender identity, or for spaces that are gender non-
specific to be created. 
 
It is important to remember that not all people who are transgender experience 
Gender Dysphoria. There is a wide variation of narratives of transgender people 
and “born in the wrong body” is a very real experience of some but not the 
experience of everyone who is not cisgender. 
 
Gender identity is increasingly seen as resulting from combined elements of brain 
type and social influence and constructs. Since changes in the law have made it 
possible for gender identity to be self-declarative, more people are using their right to 
change their name and their identity in their public role to socially transition. Many 
socially transitioned people do not experience dysphoric feelings about their body. In 
gender dysphoria, which may result in the person wishing to medically transition, 
brain type is found to be of far more and lasting determining power than social 
influences. 
 
Most people in the general population will enjoy at some time in their life dressing in a 
way usually associated with a different gender, or having a hobby or forte normally 
associated with a different gender. This is not an indication of trans-sexuality or 
gender identity but more to do with gender not being as binary as some societies 
depict it to be. More and more young people are creating non-binary terms to 
describe their gender identities in acknowledgment that they do not wish to be 
confined by these narrow differentiations according to traditional notions of masculine 
and feminine. 
 
Although those who opt to transition to live as a gender contrary to their birth genitally 
defined sex are a tiny proportion of the UK population, perhaps 15,000, their impact 
on our consciousness and understanding of who we are is huge. Transgender 
appears in literature since Ancient Greece and transgender characters are 
disturbingly often characterised as murderers in crime fiction. 
 
Gay, lesbian and bisexual people are no more likely to be transgender than 
heterosexual people. Most people whose orientation is towards people of the same 
gender identify with their born anatomical gender, just as most heterosexual people 
do. For example, a man who is attracted to men experiences himself as male. A 
woman who is attracted to women experiences herself as female. 
 
People who are transgender may have same sex or opposite sex attraction or 
may be bisexual.  
 
Many transgender people identify as heterosexual, that is, although they may 
have a male body, they identify as female and are attracted to men. The same is true 
for a person who is in a female body but identifies as male and is attracted to women. 
 
A person who is born into a female anatomy and identifies as male is often identified 
as a trans man (or FtM, standing for Female to Male). A famous example is Lucas 
Silviera who was born into a female body and has undergone surgery and hormone 
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treatment. He was recently voted Canada’s Sexiest Man in Rock and Roll. He relates 
sexually to women and therefore regards himself to be heterosexual. 

       
 
Lucas Silviera   Paris Lees 
 
A person who is born into a male body and identifies as female is often referred to as 
a trans woman (or MtF, standing for Male to Female). A famous example is Paris 
Lees (above), the writer, political commentator and activist. She has also undergone 
surgery and hormone treatment.  
 

 
 
With advances in transgender rights, more people are choosing to identify as non-
binary and choose the pronoun of “they” rather than “he” or “she”. Dr Meg John 
Barker (above) is a well known psychologist, psychotherapist, researcher, university 
lecturer, author and public figure who identifies as N.B. or enby, They identify as 
bisexual, being attracted to people of the same gender as themselves and to people 
of genders other than themselves. 
 
Some people who medically transition their body so that it aligns more with their 
internal sense of gender find that the process can obscure, or de-prioritise, their 
sexual orientation for a period of time. Many people who transition, socially or 
medically, stay married to their spouse and hence experience being reclassified as 
“gay” or “lesbian” by those around them who previously perceived the person to be 
heterosexual. This can add to the many social and psychological adjustments of 
transitioning.  
 
Some people experience a change in orientation as they transition, bringing further 

Dr Meg John Barker 
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challenge and unfamiliarity in new relational and social landscapes. This 
phenomenon encourages us to be clear about our understanding of sexuality as 
“same-sex” or “other-sex” rather than the common misconception of “same-sex” or 
“opposite sex”. 
 
People with Gender Dysphoria are recognised by the medical community as having a 
condition and many people with GD will seek a medical diagnosis so that they may 
receive realignment treatment. This may involve a scale of adjustments and people 
usually go through several stages of medically transitioning until they experience 
themselves to have made sufficient visible and anatomical alignment with their 
gender identity.  
 
Transitioning stages range from changing one’s name and living as a person of their 
identified gender, to hormone treatment and various degrees of surgery. The amount 
of surgery chosen varies widely. Some people want only to make cosmetic changes 
to their face or top of the body, while others feel the need to also, or only, have 
genital surgery. To a person who is dysphoric about their body not matching their 
gender identity such treatment may be experienced as the difference between feeling 
unable to go on living and finally feeling at peace in the body that is more “right” for 
them. 
 
Following decades of campaigning and human rights activity, Transgender rights and 
legal recognition are no longer dependent on a psychiatric diagnosis, and gender 
identity is now a matter of self declaration. More trans people are choosing to 
socially transition only, or to socially transition with a range of more or less options 
of medical transition.  They embrace their existing experience of being non-binary 
and using the pronoun “they” rather than “he” or “she”.  
 
This development in our language challenges our habits of talking to and about 
people and it can be hard to make this new habit at first. But it is perhaps one of the 
most significant and easily achievable changes from cis gender individuals and 
society that can begin to create a more safe, accepting and just world for people of 
gender variance. 
 
Specific Issues and Controversies around Transgender 
One of the major issues faced by transgender people is that of recognition of the 
reality of their state of being transgender. “Gender Identity Disorder” has recently 
been reclassified as “Gender Dysphoria” and is classified as a psychiatric condition 
rather than a physiological one. This is important and puts Transgender people into a 
double bind. 
 
In order to receive medical realignment treatment a person must be diagnosed with 
the “psychiatric” condition of GD. And yet to be deemed an appropriate patient for 
medical realignment no other psychiatric condition that might be influencing their 
“illusion” of being of a different gender may be present.  
 
The result is that transgender people who otherwise are of good mental health might 
have to carry for the rest of their lives a psychiatric history of mental illness. This 
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greatly debilitates their confidentiality and fair prospects when seeking employment 
after transitioning. 
 
Also, that people who are experiencing mental distress, either because of their 
exclusion trauma as a transgender person, or because they are subject to mental 
health issues like the rest of the population, may experience even greater frustration 
of having their gender variance conflated as a symptom of their other mental health 
issues. 
 
Another area of controversy is that some people, having medically transitioned, are 
disappointed with the degree to which they are “convincing” or “pass” as a person of 
their identified gender. As such they may feel particularly vulnerable to abuse and 
harassment they receive for looking different from society’s perceived norms of male 
or female appearance. However, all elective surgery comes with a chance of 
dissatisfaction regarding results and satisfaction levels of medically transitioning 
transgender people are higher than those of other body dysphoric patients, for 
example cis-gender people seeking breast or penis enlargement. 
 
In attempts to improve patient outcomes there have been arguments for medically 
treating transgender people earlier in life, as transitioning more completely to one’s 
identified gender is more biologically possible if this is done prior to the changes in 
the body brought on by puberty.  
 
This approach carries with it other serious considerations. A pre-puberty person may 
not be sufficiently emotionally and intellectually mature to make a fully informed 
decision on such a radical and irreversible change. Also, gender non-conformity in 
young people is far more common than being transgender, so the fear is of 
premature and false “diagnosis”. 
 
A recent attempt at solving this conundrum has been to offer puberty-delaying 
hormone treatment to those transgender children who are in serious distress over 
their body dysphoria. This gives the person time to reach legal, emotional and 
intellectual adulthood so that they may make the decision for themselves regarding 
transitioning or not, rather than the decision being made by “medical guardians”.  
 
The use of such treatment to delay puberty onset was originally developed outside of 
any transgender treatment, to help children whose pubescence was happening as 
early as 9 years old. As these puberty-delaying interventions have been used since 
the 1970s we have longitudinal studies that suggest no lasting side effects if the 
treatment is stopped. Cessation of treatment simply results in the arrival of puberty 
and all effects of treatment reduce and go within about 6 months. 
 
This approach is regarded by many transgender people as a great advance and 
people who have medically transitioned following this course of treatment have a 
great advantage in achieving the physiology that they feel fits with their gender 
identity. 
 
This is not without its critics.  
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Many feminists believe transgender activists, the transgender community and the 
gender politics that it advanced, have been vital to radical feminism’s evolution into 
“Third” and “Fourth Wave”. These cite academic and cultural advances as having 
progressed culture to supporting an inclusive philosophy of greater diversity and 
freedom from patriarchal norms – sometimes referred to as “Intersectional 
Feminism”.  
 
However, some women branched off from “Second Wave Feminism” into a politic of 
exclusion and separation. This branch of feminist thinking advocates a different 
gender and sexual regulation from that which it saw as the product of patriarchal 
constraints – however, gender regulation it remains, just of another sort.  
 
Transgender people have received lasting and public hostility from those who see 
theirs as a truer form of feminism than trans-accepting intersectional feminism. They 
believe that acceptance of people transitioning, especially from male to female, is an 
assault on “real” women and a “regressive ideology” that they call “transgederism”.  
 
They point out that a FtM transgender person has still grown up and been socialised 
in receipt of male privilege, compromising their understanding of what it is to be a 
woman. Some such commentators, most famously Julie Bindle, have claimed that 
treatment of transgender children is child abuse and that the condition of transgender 
does not exist as a medical reality, only as a product of social and political structures. 
 
Within the LGB community too, transgender people are often treated without 
recognition and even with derision. Many believe this transphobia within the LGB 
community is a result of the common confusion between transgender and same sex 
orientation, causing an over-compensation by LGB people in an effort to not be 
mistaken as transgender by heteronormative society. 
 
Another dynamic ingredient and cause of LGB transphobia is observed to be the 
continuing power structures in the LGBTA communities that replicate the dominance 
and privilege of white, gay, “straight-appearing” men, just as in the general structure 
of our society. For example, more funding and public recognition goes to the issues 
of gay white men than to the issues faced by LGBTA people of colour, bisexual 
people, lesbians or transgender people. Bisexual people, people of colour, women 
and transgender people all experience these disparities of power and visibility to 
varying degrees. Organisations such as Stonewall have in recent years been called 
to account for their lack of inclusivity and dominance of white, gay man focus. It is 
only since 2015 that Stonewall officially added “T” to the groups of people it served.  
 
This underlines the importance of remembering that no one person or group of 
people can speak for the many diverse identities and communities that come under 
the Gender and Sexual Diversities banner. We never know “the gay view” or “the 
transgender experience” – we can only respectfully seek to understand better the 
general, varied and unique experiences of the person or people we are currently 
working with. 
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Psychotherapeutic Support for Transgender People 
The period of transitioning is complex and often one of acute distresses, to both the 
person who is transitioning and family members and spouses. At the same time, the 
person transitioning often feels other conflicting feelings of overwhelming relief to 
have begun the process of becoming who they feel they are.  
 
The naming of the experience of Gender Euphoria, of being recognised by self and 
other in a way that corresponds to gender identity, in contrast to gender dysphoria, is 
as important a subjective experience for the psychotherapist to recognise and reflect 
to the transgender person in this process. 
 
As well as the changes in identification and coming out, the person will experience 
various degrees of prejudice and disbelief by others. They will usually need to involve 
friends and family, who themselves will experience normal distress of seeing a 
person they love going through big changes and possibly medical treatment. Surgery 
and medication for this medical process brings trauma, incapacity and temporary 
dependence, physical pain and temporary interruption to life – as does all serious 
medical treatment. 
 
Friends, family and spouses may require a period of mourning as well as welcoming 
the “new” identity in the same person they have loved in a different gender. Many 
transgender people have been married and have children, who may need particular 
family support.  
 
Psychotherapy is regarded to be part of the desired care package for a person going 
through this period of physical, social and emotional change. The prognosis for 
people who undergo transition is very good and most people report being infinitely 
happier, whereas they are highly likely to have contemplated suicide prior to their 
transition. 
 
Some people feel that they are not gender identified in a fixed or binary way. They 
may present as androgynous, and increasingly they choose the terms gender 
queer or non-binary (or “N.B”, pronounced as a single word “enby”) to claim a fluid 
position, at neither end of a binary gender definition.  
 
In different ways a person may appear of one gender or another, such as in clothing, 
hobbies, anatomy, however they experience themselves as gender fluid. Many 
heterosexual, cis-gender people therefore also embrace the term “queer” as it 
reflects their sense of an authentic self that is “other than a fixed norm”. 
 
It is important that psychotherapists do not confuse other forms of androgyny or 
queer as GID or GIV, or in any other way pathologise or reject these variations in 
gender identity and gender expression. Gender variance has been recorded 
throughout history and in all cultures. Pathologising gender variance however is 
limited to only some points in history and in some cultures. Therefore transphobia 
can be observed as a social construct and not a response to “unnatural” diversity. 
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Persecution, Abuse and Effects 
In some countries and cultures, gay, lesbian and bisexual people are persecuted in 
distinctly different ways from transgender people and may be forced into surgery if 
they wish to continue to love a partner of the same sex as they. This is based on an 
erroneous understanding that “trans-sexuality” is a physiological disorder and that 
same sex attraction is a moral choice. 
 
Many countries actively persecute gender and sexual minorities to the point of long-
term imprisonment or execution. In 2016, the number of countries who criminalise, 
imprison or execute sexual minorities outnumbers the countries who recognise equal 
marriage by 4 to 1. 
 
In countries such as UK, USA, Australia and New Zealand there are highly active and 
organised anti-gay groups whose mission is to publicly claim all national disasters 
such as floods, spree killings and war casualties are God’s punishment for these 
countries being relatively LGBT tolerant. These movements are not isolated to a few 
cranks. Prominent politicians have publicly stated the perceived connections, 
attempting to liken and conflate sex between people of the same gender with 
pedophilia and bestiality. 
 

    
 
 
Gender and sexual minority people in the UK feel the impact of these physical and 
symbolic persecutions and the impact of them on mental health and wellbeing should 
not be underestimated or trivialised.  
 
Equally, the constant impact of micro-aggressions towards gender and sexual 
minorities from those who believe themselves to be “tolerant” is very real. Continued 
stereotyping and “othering” of LGBTQIA people is a source of very real stress and 
daily injustices. These impact the quality of mental health of the individual and the 
security of the couple and family who have an LGBTQA identity. 
 
There is also an increasing number of asylum seekers entering the UK from 
countries where their lives were endangered on the basis of their sexuality. Often 
these people will be suffering from the impact of trauma, rejection, violence and 
isolation. “Corrective rape” is a common experience amongst lesbians from countries 
where this is claimed as a legitimate act to turn the gay person straight. 
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In the UK, people of sexual minorities experience greater incidence of depression, 
anxiety and drug and alcohol misuse, as well as an increased suicidal ideation in 
young gay, lesbian and bisexual people. (Chakraborty A, McManus S, Brugha TS, 
Bebbington P, King M., 2011) The severity of these distresses are linked to the 
degree of acceptance that a person encounters for their sexuality, from society and 
especially from family. (Shilo and Savaya, 2012) 

“Gay” is also a commonly used word in random insults, especially by young people, 
and when used in a derogatory way it is felt to be an abusive communication. 
 
The pressures and dangers for the client who faces difficulty in gaining acceptance of 
their sexuality, or who feels internally conflicted, must not be underestimated. A 
person’s family, cultural and religious identity may form a part of their identity as 
essential as their sexuality. The perceived prospect of loss of either aspect of identity 
places the person in a “double-bind”.  
 
The highest co-relation between sexual minority and mental health issues, such as 
suicide and attempted suicide, is seen where the person’s sexuality is not accepted 
by the individual’s family and/or culture (ibid).  
 
The presentation of PTSD is frequent due to high incidence of school and workplace 
bullying (Stonewall, 2007) and violent attacks that are motivated by homophobia 
(Berrill, 1992; Oxfordfordshire HALT, 2005). In some parts of the UK people from 
gender and sexual minorities are the most likely of any minority group to be victims of 
abuse and violence from strangers. 
 
For people who come from a cultural or religious background that is intolerant of 
sexual diversity, achieving an integration and resolution between these various 
elements of identity and social relations may form a large part of psychotherapeutic 
process. Many people face rejection, destitution, forced marriage, “corrective” rape or 
even execution by family and community members. Minimalising the impact of these 
conflicting pressures does not help the person to find an acceptably integrated 
identity for themselves. 
 
Some people facing these diverse pressures may seek psychotherapy to change 
their orientation or to help them suppress their sexual feelings towards people of the 
same sex. Although sexual orientation may have a natural fluidity in some 
people, sexual orientation is not subject to change through psychotherapy as 
same sex attraction is not a result of a mental health issue. Using 
Psychotherapeutic techniques to repress sexual feelings on this basis can be 
extremely harmful as well as ineffective. 

 
Psychotherapy that pathologises and attempts to change the sexual 
orientation of the client is reported by many previous clients to be greatly 
detrimental to their well-being. Attempting such a treatment outcome breaches 
many generic practice and ethical codes. 
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Psychotherapists who receive clients who hope for a change in their 
orientation through the course of psychotherapy should follow ethical 
guidelines specific to this situation. Due to the high level of cultural 
competence required to work with intersectionality issues, therapists must 
consider if they need additional training and/or supervision when working with 
a client addressing these complexities. 
 
If you are not confident in working competently and ethically with a client who holds 
the hope of changing sexual orientation you would usually be expected to refer to a 
practitioner who does hold such competence. A “reparative” or “conversion” 
therapist, who colludes with an a priori assumption that any one sexual 
orientation is preferable over any other, is not a suitable referral. Such 
practices break several ethical codes and standards of competence in 
psychotherapy and counselling. 
 
It may be that you have already achieved a rapport and working alliance with the 
client who discloses their conflict with their sexual feelings or gender identity some 
time after the therapy has begun. In this case you may wish to weigh up the 
advantages to the client for staying with you as a practitioner with whom they have 
built up sufficient alliance to reveal this experience of conflict. Helping them to 
integrate their sexuality or gender identity with the other areas of themselves and 
their life that therapy can explore is a powerfully healing and sometimes “life-saving” 
process.  
 
In this circumstance you need to be prepared to add to your existing knowledge and 
competencies to work effectively and safely with this client, who is often at risk from 
persecution, upheaval in existing relationships or self-harm. Options include seeking 
further specialist training, embarking on self-managed study or engaging a Clinical 
Supervisor with appropriate specialism. 
 
Due to isolation and secrecy about their sexual orientation, many gay, lesbian and 
bisexual people feel they missed out on some formative experiences during 
adolescence and processes of self-actualisation. A psychotherapist will serve their 
client by being aware when other issues of confidence, self-esteem, social skills and 
rising to challenges may be connected to the person experiencing these 
compromises in their developmental journey. 
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Although the vast majority of lesbian, gay and bisexual people experience their 
orientation to not be a choice, people are faced with many choices about how they 
respond to their orientation and find a life and identity that is right for them. 
 
Prejudice, Shame, Ignorance, Phobia and Normativity 
 
Homophobia is a general term given to the condition of being repulsed, afraid of, 
prejudiced against or assuming pathology in, people of gender and sexual minorities. 
However, due to the more intense and nuanced prejudices against bisexual and 
transgender people, there is a good reason to also refer to biphobia and transphobia 
as distinct psychological processes within individuals and groups of people. 
 

    
 
Homophobia and heterosexism can be subtle and is usually unconscious. Overt 
homophobia is sometimes easier to recognise and challenge than implicit 
heterosexism and that may account for why subtle micro-aggressions are sometimes 
more hurtful and impacting than blatant prejudice. Homophobia and heterosexism are 
often expressed through disregard for boundaries and irrational and unsupported 
beliefs such as: 
“LGBT people are really fascinating and it’s fine to ask really personal questions 
about their sex-life and/or genitals and/or personal history” 
“An individual who is LGBTQIA automatically knows how to work with LGBTQIA 
clients.” 
“An individual who is LGBTQIA knows about and speaks for all LGBTQIA people.” 
“LGBTQIA people are forcing it on others if they do not hide their sexuality/gender 
identity” 
“Gender and sexual diversity is a recent, Western development” 
“Being LGBTA is a symptom of other mental or emotional distress” 
“Being LGBTA is a mental health condition caused by deficient parenting” 
“Being LGBTA is the result of sexual abuse” 
“People from gender and sexual minorities are pedophiles” 
“You can turn gay if you spend time with other gay people” 
“Gay people have a political agenda to turn more people gay/corrupt society’s 
morals” 
“Children are disturbed and gender confused if they witness LGBT people in society” 
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“Granting equality to LGBT relationships threatens the institutions of marriage and 
family” 
“God punishes countries that allow fags to walk freely” 
“Homosexuality is an expression of the patient’s narcissism/developmental 
arrest/attachment disturbance/humiliation by mother’s failure to communicate 
affirmation of a baby’s genitals/insufficiently clear gender models/Oedipal 
complex/sexual trauma” 
 
Other variants of these are biphobia and transphobia. These feelings and 
prejudices are not limited to heterosexual people. Arguably people of gender and 
sexual minorities carry internalised homophobia as a result of being shamed and 
persecuted for being different from the perceived norm.  
 
Heterocentricity and Heterosexism are the more common dynamics of assuming 
heterosexuality and binary gender identity. Heteronormativity can be observed in 
much psychotherapy and counseling literature as well as within our legal, political 
and educational systems. 
 
Dealing with internalised and externalised homophobia and heteronormativity may 
often be a part of the therapy sought by a person of a gender or sexual minority. 
 
It is common that the person who presents for psychotherapy who is in conflict with 
their sexuality or gender identity is influenced by significant others who have 
homophobia. Working in ways which support the client to recognise and respond to 
this person’s fear may help the relationship find a better footing. Much homophobia is 
caused by ignorance and unquestioned cultural norms.  
 

	 	 	  
 
In some cases however homophobia is connected to other mental health issues for 
the homophobic person such as a controlling or violent personality, or rigid and 
irrational beliefs. In the case of a the client being impacted by such a person or group 
the client may be best supported to minimise the physical and psychological harm 
they receive in the relationship with the significant other or others. This of course is a 
complex process and normally a psychotherapist working with such a case would 
require significant knowledge and experience of working with issues of cultural and 
sexual diversity, including possible recourse to the law.  
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Openness, compassion and communication may sometimes be all that is required 
and family therapy may be very helpful in this process. Some families experience that 
when a member comes out as GSM it stimulates a process of openness and healing 
that benefits the whole family and its dynamics. Bonds of love, loyalty and 
acceptance can be restated and strengthened through what is a challenging process 
for all involved. 
 
Should Some Therapists Not Work with GSRD? 
 
Psychotherapists with a prejudice against people of gender and sexual 
minorities must not practice with clients from these groups and should seek 
further training and possibly personal therapy to deal with these issues, which 
otherwise will impact the quality and ethic of their practice.  
 
This does not preclude psychotherapists with religious values from working 
with GSMs. Many people who come from Abrahamic religious communities 
(Christians, Muslims, Jews), which may have culturalised prejudice against 
sexual minorities, have worked with their own prejudice, conditioning and 
understanding of scripture, diversity and ethics.  
 
The ethical practitioner with religiously motivated questions about GSRD can benefit 
professionally and personally by developing their spiritual practice and religious 
education to gain an understanding and inclusivity of GSRD. This can result 
sometimes in their being much more self-aware, boundaried and accepting of the 
GSM client than the secular person who has not considered the dangers of 
their own unconscious prejudices and biases.  
 

     
 
This process of personal integration and development for the practitioner may also 
make them a particularly valuable resource when working with GSMs who value 
these religious ties and attachments as important, or even central, in their life.  
 
Often scripture has been misrepresented by the religious right in order to justify 
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persecution of gender and sexual minorities. A better, direct familisarisation with 
scripture, context and cultural history can release the practitioner and client from the 
absolutism of many widely broadcast interpretations of religion that condemn 
diversity.  
 
The use of scripture to justify continued persecution and injustice against a 
disempowered group is not exclusive to the treatment of GSRDs. In the past, 
scripture has been exploited to justify slavery, rape, racism and abuse of 
children. These abuses have risen, dominated, been challenged and eventually 
reduced to minority extremist positions. We may be seeing the same pattern in 
institutionalised persecution of GSMs. Homophobic interpretations of Christian 
scripture are relatively new and beginning to decline in many churches. 
 
The exploration of relationship between spirituality and sexual diversity can be a rich 
and enlightening journey and all the major religions are represented in LGBTQ 
communities and many religious communities have developed GSRD friendly 
supportive resources that your client may benefit from researching and contacting. 
 
All psychotherapists will be influenced by our society’s heteronormativity and 
competent and ethical practice requires an awareness and challenge to such 
assumptions when we encounter them in ourselves, at work, with colleagues and 
within institutions. 
 
Traumatic Experiences of Abusive Therapy 
 
Despite advances in understanding gender and sexual diversity over the last five 
decades, some modalities of mainstream psychotherapy continue to stigmatise and 
pathologise gender and sexual diversity. Some people have reported being deeply 
traumatised by practices such as “reparative” therapy, however these overt, often 
religiously motivated, practices are rare and widely understood as contrary to 
psychotherapy and counseling ethics.  
 
A client who is seeking therapy in hope that it will “cure” their same sex attraction or 
gender dysphoria is in a very vulnerable state and a brash refusal to help the person 
on the basis of unrealistic expectations may be as devastating as colluding with their 
internalised homophobia. The experienced psychotherapist will manage a relational 
integration of honesty about therapeutic possibilities and openness to help the client 
work through their conflict, constraints and confusion. 
 
Even more common are people from gender and sexual minorities who experienced 
prejudice or incompetent practice from mainstream psychotherapists who overtly or 
covertly pathologised their orientation or identity. These practices are no less 
traumatising than overtly named “reparative” therapies.  
 
Indeed, for some the trauma is more severe when they experience betrayal by a 
therapist in whom they placed their trust, who was justifying their prejudice in faulty 
theory and presenting as being qualified to work with them.  
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As we see improvement in the training of psychotherapists in matters of gender and 
sexual diversity, such damaging experience will hopefully become more rare, 
however for people born before the 1990s this experience is the norm rather than the 
exception. 
 
For this reason, many gender and sexual minority clients may appear hypervigilant 
when first engaging with a psychotherapist or counselor to work on other issues in 
their life. Being aware of the reasons for this can help you as a practitioner to avoid 
unhelpful countertransference and make appropriate communication with your client 
to satisfy their conscious and unconscious conditions for physic safety. 
 
Self Disclosure by Psychotherapists 
 
It will be helpful for the psychotherapist or counselor to reveal to the client their 
experience of working with LGBT (lesbian, gay, bisexual and transgender) clients or 
GSRDs (gender, sexual and relationship diversities).  
 
A psychotherapist may be asked about their own sexual orientation or gender identity 
and it is good to be prepared about how you would respond to a request for this 
information. If you come from a modality that avoids self-disclosure then you may 
wish to remain congruent to the values that reflected this choice of yours and 
respond to this sort of question in the same way you would if it came from a 
heterosexual or cis-gender person.  
 

     
 
However, it may be mistaken to interpret such inquiry as part of another underlying 
pattern, such as invasion or erotic transference. The client may just be ensuring that 
they are safe in this psychotherapeutic relationship and that you have sufficient 
knowledge and understanding of gender and sexual diversity. There are many ways 
to offer this assurance without having to have, or disclose, a gender or sexual 
minority identity yourself. 
 
Many psychotherapists who are themselves lesbian, gay, bisexual or transgender are 
open about their orientation and/or identity. This is no different from heterosexual 
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therapists who communicate their heterosexuality in numerous subtle ways, such as 
wearing a wedding ring or using the term “Mrs.”  
 
By being no more secretive about their orientation or identity than heterosexual 
therapists are, LGBT psychotherapists and counselors who are comfortably out (not 
hiding their orientation or identity) believe they are modeling good mental health to 
their clients, who often feel isolated in their minority status. Hiding their orientation or 
identity would be experienced by many LGBT therapists as colluding with clients’ 
internalised and externalised shame and oppression.  
 
To out oneself in the domain of one’s professional practice comes with significant 
risks, including prejudice from clients and other professionals, and such decisions are 
not taken lightly. Not all professional environments provide sufficient support and 
safety for the GSRD professional to safely be out – and not all clients are sufficiently 
boundaried, (or interested!), for the therapist to feel this disclosure is in the client’s 
interest.  
 
The additional choices that a GSM therapist must make regarding their own level of 
self-disclosure are highly personal, and contextual, often ranging from client to client 
as these choices may be based entirely on how such self-disclosure supports the 
therapy, or not.  
 
It is damaging and oppressive for heterosexual and cis-gender colleagues to “out” 
their colleague or make assumptions that they may invasively ask about or publicise 
gender identity or sexual orientation in a way that they would not do with 
heterosexual and cis-gender colleagues.  
 
As with other GSRD individuals, it is entirely up to the GSRD professional to choose 
or choose not to disclose their identity, and to be free from inappropriate questioning, 
or expectations of automatic GSRD expertise, in the work place.  
 
Sexual Practices, “Lifestyles”, Difficulties and Pathologies 
 
There are common errors in understanding what falls under sexual orientation and 
gender identity. Often sexual practices, lifestyles and pathologies are confused with 
sexual orientation or gender identity. 
 
We could usefully give consideration to why and how society, literature, media, law 
and politics have conspired to conflate these diverse issues with sexual and gender 
minorities. 
 
Below is a simple attempt at separating out these conflations. It offers a non-
exhaustive list of some of the diversities in sexual practices, “lifestyles” and 
pathologies. 
 
Sexual Practices 
Sex Play, Sex Toys and Paraphernalia, BDSM (Consensual Bondage, Domination 
and Sado-Masochism), Tantra, Kink, Voyeurism, Fetishism, Medically Supported 
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Intercourse 
These are relevant to the entire sexually active population including 
heterosexual and are not therefore specifically relevant to the subjects of 
sexual orientation and/or gender identity. 
 
Some people who practice BDSM and Kink regard these to be a part of their identity 
and not just a practice.  
 
There is no greater incidence of childhood abuse in BDSM/Kink than there is in 
other populations. The therapist may need to consider the distinctions 
between BDSM relationships and abusive relationships and how these might 
present in therapy. 
 
There is also the person who does not have sex, Asexual, and the person who 
practices to not have sex despite having sexual desires, Celibate. Some people 
experience that these are identities and not just descriptors of practice or lifestyle. 
 
Specialised training is not required but it is highly recommended to work with 
clients who engage in a diversity of sexual practices. The psychotherapist may 
also usefully reflect on their knowledge of and attitude towards practices that 
cause them discomfort or concern to hear or talk about. 
 
Sexual Relationships and “Lifestyles” 
 
Elective celibacy, Involuntary Single, Single with numerous sexual partners, Serial 
Monogamy, Married/Partnered Monogamy, Married/Partnered with other Sexual 
Partners, Polyamory 
These are relevant to the entire population including Heterosexual and 
Asexual and are not therefore specifically relevant to the subjects of sexual 
orientation and/or gender identity. Specialised training is not required to work 
with clients from diverse relationships and lifestyles, however your own 
prejudices and expectations need to be addressed to work appropriately. 
 
Sexual Issues, Difficulties and Pathologies 
Deceit - From Faking Orgasm, to Secret Affairs, to Deliberate Manipulation of false 
future expectations e.g. scam marriage 
Compulsion – From obsession to undesired over-dependency on pornography to 
compulsive, non-gratifying sexual encounters 
Coercion and Sexual Violence - From non-consensual practices, to rape, pedophilia 
and sex-trafficking 
Extreme Risk Taking - From unprotected sex to endangering self or other  
Sexual Function - Erectile Difficulties, Difficulty in Arousal, Vaginismus 
These are relevant to people from any orientation or identity, with higher 
numbers from the heterosexual population, and are not therefore specifically 
relevant to the subjects of sexual orientation and/or gender identity. A 
psychotherapist would normally have some specialised training to work with 
these issues. 
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Further Study 
Further reflection and information on sexuality and gender are available in the wider 
context of human development on “Human Development, Gender and Sexuality”, an 
open training unit of the Diploma in Contemporary Psychotherapy offered by BeeLeaf 
Institute for Contemporary Psychotherapy. www.beeleaf.com Minority gender and 
sexuality is only one element of this training and the range of human experience, 
across the lifespan, is explored. 
 
Specialist training in working with Gender and Sexual Diversities is available as pre-
qualifying and post-qualifying training from Pink Therapy. www.pinktherapy.com You 
can also register here as a GSRD friendly practitioner. 
 
In recent years Gay and Lesbian Studies have been enhanced by the introduction 
of Queer Theory, a theory based on biological, anthropological, psychological and 
philosophical studies of gender and sexual orientation which support the theory that 
binary definitions of gender and sexuality are inadequate and, to a large degree, 
constructed around societal norms and statistical majorities rather than any facticity 
of gender or sexuality. 
 

    
 
Psychotherapists wishing to improve their understanding and practice with people 
from gender and sexual minorities might want to engage in self-managed study and 
could consider: 
 
Improving familiarity with GSRD culture, literature, music, vocabulary 
LGBTQIA History in Society 
Gender and Sexual Minorities and Diversities in Psychotherapeutic Theory 
Current State of Understanding of GSM issues in psychotherapeutic practice 
Political Alliance between Sexual Minorities and Gender Minorities - Healthy 
Collaboration or Unhelpful Conflation? 
 
Mental Health Facts and Statistics for Gender and Sexual Minorities 
Mental Health Needs and Provision for Gender and Sexual Minorities 
Specialist Psychotherapy Area or Generic Appreciation of Difference and Sameness? 
Issues that are unique to or exaggerated for specific groups of gender and sexual 
minority people. 
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For example: 
Loss of family, country of origin or religious ties 
Conceived Parenthood, Adoption, Fostering 
Safe Sex Practice 
Workplace harassment and exclusion  
Refusal of services or access due to prejudice and discrimination 
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Religious organisations to support LGBT members 
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Organisations providing training in psychotherapy	
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Also provides specialist training in Gender, Sexual and Relationship Diversities 
including an online Diploma and ground-breaking conferences. 
http://www.cosrt.org.uk College of Sexual and Relationship Therapy UKCP. Provides 
general training in relationship therapy and some of its training providers address 
GSRD issues 
	
Transgender Specific Resources 
www.genderedintelligence.co.uk Gendered Intelligence. Workshops, conferences 
and youth groups 
www.pocketmags.com Meta. Digital magazine for trans and genderqueer news, 
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www.ftmi.org FTM International. Comprehensive information about healthcare, law, 
events and family support for female-to-male community 
www.genderqueerrevolution.org Genderqueer Revolution “For people beyond gender 
binaries” 
 
Pamela Gawler-Wright is a UKCP Accredited Psychotherapist and has been a long-
standing member of UKCP Ethics Committee, previously a member of the Diversity, 
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Equality and Social Responsibility Committee and currently the Education, Training 
and Practice Committee. 
 
She is Director of Training for BeeLeaf Institute for Contemporary Psychotherapy 
and a Trainer and Clinical Associate at Pink Therapy. 
 
She is a frequent media commentator and conference presenter.  
 
You can get in touch with Pam at pam@beeleaf.com 


